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INTRODUCTION

Carcinoma of oesophagus is predominantly a disease of men and women between the ages
of 50 and 70 years old. It is a dreaded disease which makes the patient unable to swallow his hard
earned bread and butter and slowly takes him to death bed. (Murrmy 1999).

The Incidence of Oesophageal Carcinoma varies throughout the world being 3.5 per lakh
among white men and 13.3 per lakh 1,00,000 among black population in USA (Garfinkel 1980).
There is highest incidence of Oesophageal Cancer in the Northern Honan Province of China with
incidence of 130 per 100,000 population. (Day 1975)

The national mortality of Oesophageal Cancer in the Peoples Republic of China was 19.6
per lakh for men and 9.8 per lakh for women and the Oesophageal Cancer account for 23% of all
dcaths from Cancer ( China Cancer Office 1980)

There is no published data regarding the incidence of Oesophageal Cancer in population of
Nepal . Experience with Oesophageal Cancer in TUT Hospital published review of 109 cases In 10
years period. (Sharma 1999). Cardio-Thoracic Surgical Unit of Shree Birendra Hospital came accross
only 16 cases of Oesophageal Cancer among 205 suspected cases of Thoracic Cancer in last 5 years
period. (Rajbhandari 1999)

From India, All India Institute of Medical Sciences has published their experience of 387
cases of Oesophageal Cancer in 15 years period. (Chatoppadhyay1998) .

Squamous Cell Carcinoma accounts for 70% and Adeno Carcinoma accounts for 30% of all
Oesophageal Cancer (Bolt 1991).

In 1998. Oesophagus was one of the 10 leading sites causing Cancer death in men. The American
Cancer Society estimates that 11,900 patients died of Oesophageal Cancer and 12,300 new cases
occured 1998.( American Cancer Society 1999).

AETIOLOGY:

Tobacco is one of the import source of Nitrosamines, bypnoducts of which are known po-
tent Oesophageal Carcinogenes (Burtsch 1984). Consumption of Alcohol has been strongly associ-
ated with Oesophageal Cancer (Mimic 1988)

Strong evidence implicates Gastro Oesophageal Reflux as the culprit in the Pathogenesis of
Adeno Carcinoma of Oesophagus .(Safey 1985) -

Careful Clinical studies have shown that approximately 60-70 % of patients with Con-
firmed Barrette’s Adeno Carcinoma have a long standing history of Gastro Oesophageal reflux (
Harle 1985).

Clinical Manifeatations:

The most common symptom of Oesophageal Canceris dysphagia (difficulty in swallowing
food ). Initially it is noted with that of solid foods but ultimately, even swalllowing saliva becomes
difficult. Weight loss and weakness are the inevitable consequeness. Aspiration pneumonitis is
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frequent ¢ obstructjve symptoms progress.

Dia Nosis Radiogra h ' : .
Barium Sway] oW Oesophageal Radiography study reveals any obatructive lesion wity, typi.

cal irrdgular rat tail apperence.

Endosco .
Endoscopy allows direct visual instection of the Oesophagus and the oppertunity tq take

Biopsy Specimens for Histopathologic and Systapathologicieraliation,
Imagin Techniques

Computed Tomography (CT) MRI and Endoscopic Ultrasound may be considereg
C“mplementry methods for Staging Oesophageal Cancer before Therapy.

T 0s the standareq tool for regional and distant Staging of Oesophageal Cancer. It May
dt‘—tl‘-:_Cl athickened Oesophaguys, Enlarged Lymph Nodes, and involvment of the mediastinum, Lungg
or Liver,

’ At present Endoscopic Ultrasound provides the most accurate estimation of Cancer’s depth
ol Penetration, the length of Oesophagus affected and extent of Lymph Node involvment. '
Fine needdle aspiration Biopsy of suspicius Lymph Nodes may be useful in diffirentiating
Metastatic from lonmetastatic disease. Newer methods of Imaging (e.g.Positron
I*il}lissionTomography, (PET), ImmunoHistochemical analysis of Lymph Node sample to detect
Micrometastasisg may increase the accuracy of staging in future .

TNM Staging

long term survival are the depth of local invasion, spread to distant lymph nodes and presence of
distant Metastatic disease,

TNM Staging of Oesophagus Cancer. (American Joint Committee on Cancer )
T

T1 - Tumor invading submucosa

T2 - Tumor invading muscularis propria

T3 - Tumor invading adventasia

T4 - Tumor invading surrounding structures,

NO - No regional Lymph Node metastasis
N1 - Regional Lymph Node metastasis

MO - No Distance Metastasis.

M1 - Distance Metastasis.

(Including Positive Cervical Nodes)
Stage - | T Ny M

Stage -II -A T,, N, M,

T3’ NO’ MO

-B TN M

TZ. Nl’ MO
Stage - 111 i i M,

T,, AnyN,M
Stage - IV Any T, Any N, M,
TREATMENT
Therapeutic Approach

Treatment options for Oesophageal Cancer are determined by the Stage of the disease at
presentation.
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When Cancer is found early (i.e. Stage-1) 5 year survival rates approach 90% but few are
fortunate enough to be in this situation.

Ingeneral, Therapy can be divided int
and those used when the disease has
Methods for Local Disease

0 methods used for Cancer that is restricted to the Oesophagus
spread distantly.

When Cancer is limited to the Oesophagus, the traditional approach has been Surgical

resection. In some cases Radiation Therapy may be used alone or combination Therapy consisting
of systemic Chemotherapy along with S

urgery or Radiation may be appropriate.
A new option bein

g tired in disease limited to the mucosa is ablation of neoplastic tissue
with Endoscopic techniques.

Su rgery

Trans Thoracic resection allows more complete dissection of para-aortic Lymph Nodes,
transliatal approach may be less invasive.
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SURGICAL THERAPY FOR CARCINOMA OESOPHAGUS

Czerny performed the first resection of the cervical Oesophagus in 1877. First trans tho-
racic Oesophagectomy was performed in New York by Franz Torek 1913. The first successful
resection of the Thoracic Oesophagus with immediate reconstruction was done Oshawa 1933.

Over the years, a wide variety of resective techniques have been employe.d. in the manage-
ment of Carcinoma of the Oesophagus, both as Staged operation_ and as 'd'eﬁmtlon procedures.
There includes Oesophagectomy with Oesophagogastrostomy or interposition of small or large

owel.
Zesi)phagggastrectomv with Oesophag.ggastros-tomv (Ja(fkson 1986).

The operation need not be Staged, and is more widely used in the Surgical treatment of
fesions :t ‘;:1'1{;‘;‘:;12{0%3; (;)Izgz\irili]ess satisfactory exposure for performance of resection and intra
thoracic :nasatomosis. For Cancer at mid Oesophagus vael requiriqg an anasatomosis prm'cimal to
the aorticarch, a combined abdominal and right thoracic approach is employed, Ivor Lewis Tech-
e (Le\}?]VlS 1941363ti0n is performed for cervical Oesophagus Cancer, Thoracic approach may be
used pexitet?ngselevation of the freed stomach into the.neck with primary cerviclr:l .Esophagoga;.-
trostomy, or a Thoracotomy may be avoidable by Transhiatal Oesophagectomy technique starter y

Orringer( Orringer & Slon 1978).
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Radiation Therapy

Radiation alone is a useful measure for relieving thr dysphagia of Oesophageal Cancer.
Cobination Therapy

This approach offers beneficial because Oesophagus Cancer has both a high rate of distant
metastasis and a significant risk of local complication .

Pre operative Chemotherapy and radiation may havean important role in decreasing the risk
of distant metastasis and they may provide a Cancer free radial margin during Surgery.
Endoscopic Therapy

1. Endoscopic mucosal resection
2. ND:YAG Laser
3. Photodynamic Therapy

Methods for advanceed disease.

When oesophagus Cancer is advanced attempts should be made to improve the patient’s
quality of life. The following palliative Endoscopic techniques may have beneficials effects

i Dilatation of Stricture caused by the lesion is simple, fast and inexpensive.

2, Insertion of a rigid Stent is effective and inexpensive.

Ocsophageal Cancer at Shree Birendra Hospital

Birendra Hospital is 300 hundred referal Hospital with advanced facilities such as Magnetic
Resonance Imaging (MRI).

It provides services to Regular Army, Retired Army and their dependents. During last 5 year
peroid from 2051 to 2055 Cardio-Thoracic Surgical Unit of Shree Birendra Hospital. 16 cases of
diagnosed Oesophagus Cancer were admitted.

Their age range from 48 years to 83 years. There were 14 Males and 2 Females. 8 patients
had Oesophageal Cancer at mid Oesophageal level and 8 patients had Cancer at lower end of
Oesophagus. 11 patients had Squamous Cell Carcin.oma e?nd 5 patients had Adeno carcinoma Qe-
sophagus. All of them had some degree of dysphagla at time of diagnosis.12 patients had already
distance metastasis and were not suitable for resection at presentation. They were given palliative

trearment. . . .
Remaining 4 patients had localised Cancer with involvement of dista] Thoracic segment of

Oesophagus. i X . o [
During Surgery one patient had peritoneal metastasis and had palliative treatment. Remain-
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ing 3 patients had Laparotomy and Thoracotomy, Oesophagectomy, partial Gastrdctomy and

Oesophago gastrectomy done.

These 3 patients who under went Oesophagectomy and partial Gastrectomy with
Oesophagogastrostomy operation had smooth post operative recovery and There was no 30 days
Hospital mortality . During follow-up all three of them had some degree of reflux symptoms.

Discussion :
With the high prevelance of Smoking habit and Alcohal consumption in our general popu-

lation. The lower number of Oesophageal Cancer cases presented to us may be only a tip of an Ice
Berg. This may be due to lack of diagnostic medical facilities in our rular areas, where most of our
population live. Even very few number of diagnosed cases of Oesophagus Cancer presented to us
were in very advance Stage not suitable for Surgical resection.

Despite substantial advances in Surgery and anaesthetic techniques a report purlished in 1980
analysed the world literatures on Oesophagectomy for Carcinoma of the Oesophagus between 1953
and 1978 , the cumulative resectability rate was 22% with 3 % S years survival rate and an operative
mortality in excess of 25% (Earlam 1980).

A review of world literature published in 1990 showed Hospital mortality after resection
world wide was 11% (mullin JM 1990)

The cures are possible for Oesophageal Cancer with early detection is evidenced by report
from the People’s Republic of China from Lintsein Country of the Honan Province, where the
incidence of Oesophageal Cancer is highest and wide spread. Screening techniques were employed.

The resectability rate in 170 patient with early Carcinoma Oesophagus was 100% and 5
year survival rate was 90%. (Co-ordination group for Research on Oesophaheal cancer 1976).

(C'onclusion:
In order to improve the prognosis of patients with Oesophageal cancer we have to under

take carly medical measures to detect the cancer at early Stage and treat them early.
We should make our people aware of higher chances of having Oesophageal Cancer follow-

ing consumption of Tabacco and Alcohol.
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